
HIPPA 

RECEIPT OF NOTICE OF PRIVACY PRACTICES 

WRITTEN ACKNOWLEDGEMENT FORM 

 

I, _________________________________, have received and reviewed a copy 
(Patient's Name 

of the Notice Of Privacy Practice from the Orthopaedic and Sports injury Center. 

 

Our goal is to assure privacy and deliver care in the safest possible manner. Our 

center uses the methods outlined in our Notice of Privacy Practices for patient 

identification purposes or to communicate your protected health information. 

 

Please indicate below any objections to the information contained in our Notice of 

Privacy Practices. (Alternative methods MUST BE GIVEN if you indicated any 

objections.) 

 

If necessary, my Protected Health Information my be released to the following 

person(s) 

 

Name_______________________________ Relationship___________________________ 

 

Name_______________________________ Relationship___________________________ 

 

*lf you would like anyone other than yourself to be able to call our office 

and discuss your account or medical information you must print their name 

in the space provided above. This includes spouses. 

 

I understand that if I should have any questions or concerns they are to be directed to 

the Office Manager. 

 

___________________________________________________________________________ 

Signature of Patient or Legal Guardian  Date 

 

___________________________________________________________________________ 

Facility Witness Signature    Date 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The Orthopaedic and Sports Injury Center 

C. Thomas Hopkins, Jr., M.D. 

Bruce Reid, M.D. 

PLEASE 

DATE & SIGN 



HIPPA 

RELEASE OF PRIVILEGED INFORMATION TO OTHER 

MEDICAL PROVIDERS FOR TREATMENT, PAYMENT, 

AND OPERATIONS 

 

I, _________________________________, authorize the release of certain 
(Patient's Name 

demographic and clinical treatment information to other medical providers as 

necessary for my medical care. 1 understand that the information being released may 

contain psychiatric, alcohol, drug information included in, but not limited to, the 

history and physical/consult. This information will be treated with strict confidence. 

Reasonable efforts will be used to maintain confidentiality and prevent disclosure of 

the information except on my behalf or as may be permitted or required by law. 

 

COMMENTS:_______________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

 

 

___________________________________________________________________________ 

Signature of Patient       Date 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The Orthopaedic and Sports Injury Center 

C. Thomas Hopkins, Jr., M.D. 

Bruce Reid, M.D. 
 

PLEASE 

DATE & SIGN 


